What is known about this topic
• There is a need to know what interventions, including those provided by specialist nurses, are most effective in supporting carers.
What this paper adds
• Specialist nursing support for carers of people with dementia is valued by family carers, but the impact of such initiatives is not clearly established and more needs to be known about at what point in the dementia trajectory the contribution of specialist nurses can make a difference.
• Evidence is still mixed about what types of interventions support family carers of people with dementia, but the strongest evidence is for multifactorial interventions.
Abstract
Specialist nurses are one way of providing support for family carers of people with dementia, but relatively little is known about what these roles achieve, or if they are more effective than roles that do not require a clinical qualification. The aim of this review was to synthesise the literature on the scope and effectiveness of specialist nurses, known as Admiral Nurses, and set this evidence in the context of other communitybased initiatives to support family carers of people with dementia. We undertook a systematic review of the literature relating to the scope and effectiveness of Admiral Nurses and a review of reviews of interventions to support the family carers of people with dementia. To identify studies, we searched electronic databases, undertook lateral searches and contacted experts. Searches were undertaken in November 2012. Results are reported narratively with key themes relating to Admiral Nurses identified using thematic synthesis. We included 33 items relating to Admiral Nurses (10 classified as research) and 11 reviews evaluating community-based support for carers of people with dementia. There has been little work to evaluate specific interventions provided by Admiral Nurses, but three overarching thematic categories were identified: (i) relational support, (ii) co-ordinating and personalising support and (iii) challenges and threats to the provision of services by Admiral Nurses. There was an absence of clearly articulated goals and service delivery was subject to needs of the host organisation and the local area.
Introduction
Worldwide, there are an estimated 35.6 million people with dementia. By 2050, this number is projected to rise to over 115 million (Prince & Jackson 2009) . The majority of people with dementia live in their own homes (Prince et al. 2013) . Although the proportion of care received from families varies by country, with those in middle-and low-income countries providing a greater proportion of care than those in high-income countries (Wimo & Prince 2010) , there are high numbers of family members caring for people with dementia in all countries. Estimates in the United Kingdom range from 476,000 to 670,000 (National Audit 2007 , Alzheimer's Research Trust 2010 and in the United States, almost 11 million caregivers provide 12.5 billion hours of care each year at a value of almost 144 billion dollars (Alzheimer's Association 2010) . In high-and middle-income countries, about 60% of family caregivers are female and the majority are spouses or middle-aged daughters, in low-income countries, about 80% are female and have a younger profile (Brodaty & Donkin 2009) . As the number of people with dementia rises, there will be an accompanying increase in the number of family carers looking after people with dementia, many of whom have multiple health and social care needs .
Caring for a person with dementia impacts on the physical and mental health and well-being of family carers (Ory et al. 1999 , Connell et al. 2001 , Pinquart & S€ orensen 2003 , Bunn et al. 2012 . In the UK, government policy has highlighted the need to improve the lives of family carers (HM Government 2008 , DH 2009 , Scottish Government 2010 and current guidance recommends that family carers of people with dementia should have access to a range of psychosocial and practical support (NICE 2006 , SIGN 2006 . Despite this, the provision of support for carers is often fragmented and inadequate (Georges et al. 2008 , Robinson et al. 2009 , Bunn et al. 2012 . A thematic analysis of over 100 qualitative studies of patient and carer experiences of dementia diagnosis and treatment (Bunn et al. 2012) found that, although recent years had seen improvements in access to specialist diagnostic services, post-diagnosis support was still frequently considered inadequate by family carers. There is a need to provide greater support for people caring for a family member with dementia, but it is not clear which interventions are most effective in reducing carer stress, improving their quality of life and helping them to continue in their caring role.
People with dementia in the United Kingdom receive health treatment and care via the National Health Service (NHS), a tax-funded and free at the point of delivery service (DH 2013) . Primary healthcare is provided for everyone via NHS-funded general practice. The provision of NHS-funded secondary care services is in the main from NHS provider organisations called Trusts, but also from not-for-profit and for-profit organisations. Local Authorities provide social workers and have a responsibility to provide care assessment processes.
Social care and long-term residential care is provided by not-for-profit and for-profit organisations and publically funded only for those meeting low-income criteria. England is one of the small number of countries that has a government-led dementia strategy which emphasises early diagnosis, early interventions and support, inter-sectorial support and integrated working and support for carers (DH 2009) .
Admiral Nurses are mental health nurses who specialise in supporting family carers of people with dementia in the United Kingdom. The concept was first piloted in London in 1990 (Greenwood & Walsh 1995) and the charity Dementia UK (https://www. dementiauk.org/) was established to provide the service. The charity works closely with statutory NHS mental health and social care services and more latterly with other types of organisations such as notfor-profit organisations and care home providers. There are currently about 100 Admiral Nurses employed in England and Wales (as of the end of 2012) working in the community and, more recently, in other settings such as primary care and care homes.
While there is a large body of work on the role of specialist nurses in the management of long-term conditions (Loveman et al. 2003 , Cruickshank et al. 2008 , Trivedi et al. 2009 ), relatively little is known about the effectiveness of specialist nurses for people with dementia and more specifically their family carers (Griffiths et al. 2013) . The primary aim of this review was to synthesise the literature on the scope and effectiveness of Admiral Nurses. It also addressed the question of effectiveness more broadly by situating what is currently known about the scope and effectiveness of Admiral Nurses in the context of the evidence of effectiveness of other community-based initiatives to support the family carers of people with dementia.
Design
The evidence synthesis was undertaken in two phases. Phase 1 involved a systematic review of the literature relating to the role of the Admiral Nurse and Phase 2 involved a review of community-based dementia support for family carers of people with dementia. The purpose of Phase 2 was to put the evidence about Admiral Nurses in the context of evidence of effectiveness of other community-based interventions for the family carers of people with dementia; interventions that incorporated some or all of the components of the Admiral Nurse's remit. It aimed to enable us to judge the extent to which the role provides the elements known to be effective in community support for people with dementia and their carers. As preliminary searches identified a number of systematic reviews relating to communitybased support for carers of people with dementia, Phase 2 was conducted as a review of reviews (Smith et al. 2011) .
Literature selection criteria
Phase 1 included all types of published and unpublished literature relating to the scope and effectiveness of Admiral Nurses, including empirical research and descriptive reports. Phase 2 included systematic reviews that evaluated community-based interventions designed to support the carers of people with dementia, delivered by any type of provider. Components might include one or more of the following: assessment, the provision of information and advice, emotional and psychological support, practical support, and collaboration with other professionals and organisations to co-ordinate care provision. We included any outcome relating to carer physical and mental well-being, and outcomes relating to hospital admission or move into long-term care for the person with dementia. We excluded reviews that focused on residential or secondary care settings or that did not report any carer outcomes.
Search methods
Studies were identified by computerised searches of the following databases: Medline (PubMed), CI-NAHL, Scopus, NHS Evidence, Cochrane Library (incl. CENTRAL, CDSR, DARE, HTA), SIGLE and Google Scholar. Details of search terms can be seen in Box 1. In addition, we employed extensive lateral search techniques such as checking reference lists, performing key word searches in Google Scholar, contacting experts (e.g. Dementia UK, DeNDRoN, National Library for Health Later Life Specialist Library), and using the 'cited by' option in Google Scholar and the 'related articles' option in PubMed. Searches were conducted in November 2012.
Data extraction and quality appraisal
Two reviewers independently screened titles and abstracts identified by the electronic search, applied the selection criteria to potentially relevant papers and extracted data using a standardised checklist. All papers were classified by study type and papers in Phase 1 were also categorised as research or nonresearch. Non-research items included policy publications for professionals and news reports or service announcements. We collected the following dataPhase 1: the scope and key attributes of Admiral Nurses, who they work with, outcomes and impact arising from their work and common themes; Phase 2: type of intervention and the impact on caregiver outcomes relating to physical and mental well-being.
Two reviewers independently assessed the quality of the research studies using design assessment checklists informed by several sources (Spencer et al. 2003 , Shea et al. 2007 , Higgins et al. 2011 . The checklist for qualitative studies was an adapted version of a framework for assessing quality in qualitative research (Spencer et al. 2003) , which has been used by the authors in previous work (Pocock et al. 2010 , Bunn et al. 2012 . Any discrepancies were resolved by discussion. The core quality assessment principles are summarised in Table 1 .
Synthesis
In Phase 1, data are presented as a narrative and tabular summary. In addition, qualitative analysis techniques were used to draw out common themes (Marston & King 2006 , Thomas & Harden 2008 . All papers that provided qualitative or descriptive data were read and coded by one author, and codes and potential themes were identified. Themes were checked and verified by a second author who also independently read and coded 50% of the studies. Codes were refined after discussion, and grouped into overarching themes and subthemes. The thematic analysis was informed by theories of continuity of care (Fulop & Allen 2000 ), which refers to relationships between patients and practitioners, co-ordination across services, information transfer and co-ordination of care over time, and the coherent delivery of services for people with longterm conditions (Haggerty et al. 2003) . Non-research items were used to inform sections on the scope and nature of the role but not to evaluate effectiveness. For Phase 2, interventions were classified using the following categories: psychosocial support, education, case management and multicomponent interventions. Primary studies included in each review were tabulated to assess the overlap between reviews.
Description of included studies
In all, 33 items met the inclusion criteria for Phase 1 and 11 for Phase 2. An overview of the selection process can be seen in Figure 1 . In Phase 1, 10 items were classified as research and the rest as nonresearch. Of the research items, five are published in peer-reviewed journals (Woods et al. 2003 , Burton & Hope 2005 , Dewing & Traynor 2005 , Keady et al. 2007 , Quinn et al. 2009 ), one is a published report available on the Dementia UK website (Clare et al. 2005) , one an unpublished PhD doctorate (Hibberd 2011) and three are unpublished reports obtained from Dementia UK (Woods & Algar 2009 , Maio 2011 , Stamper & Taylor 2011 . Non-research items were largely descriptive publications in professional journals or service announcements. Study characteristics of the research items are summarised in Table 2 and nonresearch items in Table 3 .
We found 11 systematic reviews evaluating community-based interventions to support people with dementia and their carers; five had pooled studies in a meta-analysis (Brodaty et al. 1999 , Pinquart & S€ orensen 2003 , Parker et al. 2008 , Schoenmakers et al. 2010 and the remainder presented their findings in a narrative format (Cooke et al. 2001 , Pusey & Richards 2001 , Peacock & Forbes 2003 , Smits et al. 2007 , Hall & Skelton 2012 , Somme et al. 2012 . Review characteristics are summarised in Table 4 . The reviews included a total of 155 primary studies; of those, 77 were randomised controlled trials (RCTs), 52 were non-randomised studies and in the rest, it was unclear. Eighty-five studies were included in only one review, 28 in two, 16 in three, 14 in four, 6 in five, 3 in six and 1 in seven of the reviews.
Quality of the evidence
Of the qualitative studies in Phase 1, two studies scored 'high' for reliability (Keady et al. 2007 , Quinn et al. 2009 ), two scored 'medium' (Burton & Hope 2005 , Hibberd 2011 ) and one (Dewing & Traynor 2005) scored 'low'. However, the latter was an action et al. 2005) , and the response rates were 36%, 37.5% and 33% respectively. These low response rates suggest that the findings may not be generalisable to all users of the service. In Phase 2, no review met all of the quality criteria and five scored six or less. In addition, a number of the reviews highlighted the poor quality of included studies and problems such as small sample sizes and inadequate descriptions of interventions. Quality appraisal scores can be seen in Table 2 and 3.
Results
Phase 1: the Admiral Nurse role -scope, nature and key attributes
From the available literature, it was identified that a key part of the Admiral Nurse role involved the provision of emotional and psychosocial support to the family carers of people with dementia (Burton & Hope 2005 , Clare et al. 2005 , Hibberd 2011 ), which may be ongoing throughout the stages of dementia (Soliman 2003 , Burton & Hope 2005 , Keady et al. 2007 . Admiral Nurses were reported to be important sources of information about dementia, the diagnosis process, responding to changing behaviour associated with dementia and the impacts that dementia has on the person and the family (Burton & Hope 2005 , Clare et al. 2005 , Woods & Algar 2009 , Maio 2011 . Although Admiral Nurses were not reported to be delivering hands-on physical or technical care, they 
Recurrent themes in the literature
Twenty-two items provided information for the thematic analysis, from which we identified three overarching thematic categories (see Figure 2) relating to Admiral Nurses. 
Admiral Nurses: outcomes and effectiveness
Carer health and well-being. Only one controlled study evaluated the impact of Admiral Nurses on the health and well-being of carers. This study (Woods et al. 2003) evaluated the impact of the Admiral Nurses using the General Health Questionnaire which tests for somatic symptoms, anxiety and insomnia, social dysfunction and severe depression for the carer. A total of 128 carers were recruited who were either receiving help from Admiral Nurses or other mental health services, such as CPNs and Memory clinics. There were no significant differences between the groups, although both conventional and Admiral Nurse Services were associated with lower distress Overall responses were positive and satisfaction with the service was high. However, the findings need to be considered in the context of low overall response rates. There was evidence (Clare et al. 2005 ) that making and maintaining contact with the service initially was found to be easy in the majority of cases, but only just over half of the respondents knew who to contact outside Admiral Nurse's hours.
Phase 2: the effectiveness of community-based dementia support
In this section of the paper, we review evidence for the effectiveness of community-based interventions designed to support the family carers of people with dementia. These are interventions that incorporated some or all of the components of the Admiral Nurses remit. Results are presented by type of intervention. The main results are summarised in Table 5 .
Psychosocial interventions
Psychosocial interventions included components such as support groups, social skills training, social support, cognitive therapy, behaviour therapy, and psychotherapy and counselling. Three reviews looked at the impact of psychosocial interventions on caregiver depression or psychological well-being (Brodaty et al. 1999 , Pinquart & Sorensen 2006 , Schoenmakers et al. 2010 . One (Brodaty et al. 1999 ) reported a significant reduction in psychological morbidity in carers, but the others found no significant reduction in caregiver depression (Schoenmakers et al. 2010) or mental health (Pinquart & Sorensen 2006) . Three reviews reported on caregiver burden (Brodaty et al. 1999 , Cooke et al. 2001 , Schoenmakers et al. 2010 , but none found a significant impact; although one (Brodaty et al. 1999) reported further analysis which they say indicates that the involvement of both the caregiver and the person with dementia is integral to a successful psychosocial intervention. In one review, there was some evidence that psychosocial interventions led to improvements in caregivers' psychological well-being (Cooke et al. 2001) with the integration of a social component, such as support groups or social activities, appearing to increase effectiveness.
One review (Brodaty et al. 1999) found some evidence to suggest that psychosocial interventions prevented or delayed the admission of people with dementia to nursing homes. Of seven studies that measured time until moving to a nursing home placement, two found a significant impact and two an insignificant, but longer median time until move to a nursing home.
Education/psycho-educational interventions Four reviews looked at the impact of educational interventions on caregiver mental well-being (Peacock & Forbes 2003 , Pinquart & S€ orensen 2003 , Parker et al. 2008 . Three (Pinquart & S€ orensen 2003 , Parker et al. 2008 found a significant reduction in caregiver depression with one (Pinquart & Sorensen 2006) suggesting that interventions that require active participation (such as role playing) had the most positive effect and one ) finding that a group-based intervention was more effective than one which was individually administered. The other (Peacock & Forbes 2003) reviewed four studies on educational interventions but found no improvement in caregiver psychological well-being, including strain and depression.
Three reviews (Pinquart & S€ orensen 2003 , Parker et al. 2008 reported caregiver burden but only one (Pinquart & Sorensen 2006) found a reduction. Two reviews measured the impact of education-based interventions on subjective wellbeing (Pinquart & Sorensen 2006 , Parker et al. 2008 and found small but significant improvements, but the two that measured self-efficacy , Parker et al. 2008 found no significant impact. There was mixed evidence on the effect of educational interventions on the number of people moving to a nursing home (Peacock & Forbes 2003 , Pinquart & Sorensen 2006 .
Case management interventions
Two reviews (Peacock & Forbes 2003 , Schoenmakers et al. 2010 looked at the impact of case management on depression in carers; neither found a significant reduction although one (Schoenmakers et al. 2010) found a non-significant reduction in symptoms of depression in caregivers. One review (Somme et al. 2012) found some impact on quality of life particularly if case management was integrated into other healthcare services. There was inconclusive evidence about whether case management might delay moving the person with dementia to live in an institutional setting (Peacock & Forbes 2003 , Somme et al. 2012 .
Multicomponent interventions
Three reviews included studies which evaluated the impact of multicomponent interventions on caregiver depression and carer burden. One review reported no significant impact on either outcome (Pinquart & Sorensen 2006) , and one (Smits et al. 2007) reported no significant impact on caregiver burden and mixed impact on depression. The other review (Parker et al. 2008) suggests that multicomponent interventions such as those provided in The New York University Study (Mittelman et al. 2004a,b) and the REACH studies (Burns et al. 2003 , Eisdorfer et al. 2003 , Gitlin et al. 2003 , 2005 , which included family counselling and weekly support groups, can have a positive impact on carer depression and burden. There was evidence from two reviews (Pinquart & Sorensen 2006 , Smits et al. 2007 ) that multicomponent interventions could significantly delay or reduce admission to a nursing home, although it was suggested that interventions needed to be highly structured to be effective (Pinquart & Sorensen 2006) .
Types of people delivering the interventions
Most reviews provided little information about who delivered the interventions being evaluated, so it was generally not clear whether nurses were involved. One review (Hall & Skelton 2012) evaluated the role of occupational therapists in supporting caregivers of people with dementia and compared them to other professional groups. They found insufficient evidence to draw any conclusions about the effectiveness of interventions delivered by occupational therapists or multidisciplinary teams. The review included two studies which involved nurses. One, comparing Admiral Nurses to community mental health teams, is reported in Phase 1 (Woods et al. 2003) . The other was a RCT which evaluated psychosocial intervention training for community mental health nurses designed to equip nurses to help enable caregivers to cope with caring for a person with dementia (MonizCook et al. 2008) ; they reported a significant improvement in levels of caregiver anxiety.
Discussion
In the discussion, we provide a summary of the main findings from the two phases of the synthesis and consider the implications for specialist nursing roles and for interventions with a focus on carer support as the mechanism that enables people with dementia to live independently at home.
Phase 1
We found 33 papers, reports or articles relating to the scope, nature and impact of Admiral Nurses, 10 of which were classified as research. Although the research base is limited, there were core attributes that characterised the Admiral Nurse role. This included a focus on the family carer as the client, and the ability to assess carer needs, provide therapeutic interventions and offer information, skills training and education. The ability to establish a good therapeutic relationship with the carer was viewed as important, by both carers and Admiral Nurses, and the caring, approachable and friendly nature of the service was a recurring theme in the literature.
Although it was reported that providing advice to other healthcare professionals was a part of the Admiral Nurse role, the priority level this was given or the manner in which the nurses balanced their consultancy against their casework roles was not clear. Increasing caseloads and the wide range of demands on the Admiral Nursing Service posed particular challenges for sustaining continuity of contact and therapeutic relationships. There was only one controlled evaluation of the Admiral Nursing Service (Woods et al. 2003) . This study found no evidence that Admiral Nurses improved carer outcomes in comparison with conventional services, although both services appeared to lower distress scores in carers. Several papers referred to the psychotherapeutic work and emotional support being offered by Admiral Nurses, but there was a lack of information about how Admiral Nurses used their therapeutic skills. The review demonstrates the breadth and scope of the Admiral Nurse role but, apart from the focus on supporting the carers of people with dementia, there appeared to be no common agreement about what this role can and cannot achieve at different points of the carer experience of supporting someone living and dying with dementia. There was also a lack of information on the ways in which Admiral Nurses worked with other services or professionals, the length of time required before they became an established part of the system of care, the perceptions or expectations other providers had of the role and the ways in which respective roles and responsibilities were negotiated between commissioners and service providers.
Phase 2
The evidence relating to the effectiveness of community-based interventions for family carers of people with dementia enabled us to consider a wider literature and judge whether the Admiral Nurse role had characteristics in common with interventions that have been demonstrated to be effective. We found 11 previously published systematic reviews evaluating a range of community-based support. In general, the evidence of effectiveness for most interventions was weak, although there was some evidence that psychosocial and educational interventions could reduce depression in carers. However, although efficacy of interventions was difficult to establish, caregivers were often reported to express high levels of satisfaction with community-based interventions (Schoenmakers et al. 2010) . Most of the systematic reviews did not specify who delivered the interventions and so it was not clear to what extent nurses were involved. However, the interventions being evaluated, such as case management, psychosocial interventions and education, are within the remit of Admiral Nurses.
Comparison with existing literature
Previous research (Bunn et al. 2012) suggests that key needs for family carers and people with dementia include the early provision of information about financial aids and entitlements, the opportunity to talk to supportive professionals, signposting to appropriate statutory and voluntary services and specialist support that is flexible, and sensitive to the needs of individuals. The literature on specialist community nurses has also found that both patients and carers valued services that improved access to healthcare, provided psychosocial support and improved communication with health professionals (Sargent et al. 2007 , Sheaff et al. 2009 ). Such findings appear to fit with the scope and nature of the support being provided by Admiral Nurses and are further validated by the reported high levels of carer satisfaction (Clare et al. 2005 , Woods & Algar 2009 , Maio 2011 . It is not possible to demonstrate from the review that Admiral Nursing contribution is more or less effective than other services designed to support family carers of people with dementia. It is however possible to argue that the type of service they can provide is consistent with the evidence as to what family carers of people with dementia want and appreciate.
Health and social care policy in the United Kingdom advocates inter-professional working and highlights the importance of better integration between health and social care (DH 2010 , Goodwin et al. 2012 and third sector providers (House of Commons Bill 2010-11). There were descriptive accounts which suggested that Admiral Nurses collaborated with health, social care and voluntary sector providers to facilitate the provision of appropriate care for carers and their family member with dementia. Admiral Nurses may have a part to play in the co-ordination of care across boundaries, but further evidence about this is needed.
An assessment of the impact of Admiral Nurses is hampered by a lack of clear goals for the service. Although there are clearly common values, including the unique focus on the carer, the attributes and development of the role appears to be context specific and highly variable. This can mean that roles become shaped by the expectations of managers and nurses themselves, resulting in wide variations in how roles are interpreted and used (Griffiths et al. 2013 ). This is not unique to Admiral Nurses or dementia care and reflects the tension between providing context-sensitive, responsive care and providing a consistent service whose impact is measureable (Forbes et al. 2002 , Aranda & Jones 2008 , Chapman et al. 2009 .
Dementia is a long-term condition with periods of stability but an overall course of decline in cognition often accompanied by impairments and problematic behavioural symptoms. Consequently, carers need ongoing support (Brodaty et al. 1999 , Bunn et al. 2012 , but who should provide this or whether it should be one professional group or service is not established. If specialist nurses such as Admiral Nurses are one way to address this need, then there are still unanswered questions, such as when is the most appropriate time to introduce the service to carers and what size of service is required to meet carers' needs. Admiral Nurses were introduced in response to service deficiency to provide services and support to compensate for the absence of other services (Burton & Hope 2005) . Clearer articulation of how, when and with what effect the Admiral Nursing contribution provides carer support could help demonstrate how the service complements existing provision and provide a framework for commissioning services.
Strengths and limitations
We conducted a systematic and rigorous search for literature relating to the scope and effectiveness of Admiral Nurses. In addition, we have evaluated evidence relating to Admiral Nurses in the context of what is known more generally about the effectiveness of community-based support for people with dementia and their family carers. As such, this review provides a baseline to inform future research on the role and effectiveness of specialist dementia nurses. However, we found only 10 research reports or papers relating to Admiral Nurses of which only five had been published in a peer-reviewed journal. Moreover, most of the available literature is descriptive and there has been little work undertaken to evaluate outcomes for carers, to evaluate the specific interventions they provide or to explore how they work with other health and social services.
While there is consistency in the findings about how the role is valued by carers, the extent to which the findings can be generalised beyond a specific service or individual nurses is not clear. Moreover, given the various professional and non-professional sources of support and help available, it can be difficult to identify and evaluate the particular contribution of the Admiral Nurse. Dementia is a condition that gets progressively worse and many carers will have complex physical, psychological and practical problems. The issues involved in evaluating nursing care in such complex circumstances are similar to those identified by researchers evaluating the impact of nurses providing end-of-life care for cancer (Corner et al. 2003) . Current measures may not adequately address the complexity of evaluating nursing interventions which are delivered in deteriorating conditions. Similar issues were apparent in the review of reviews. Although we found 13 systematic reviews evaluating community-based interventions, these provided little evidence of which interventions are effective and how community support for people with dementia and their carers should best be delivered. Many of the reviews found little impact on carer burden or depression. This may, in part, be due to methodological problems with the outcome measures used in these studies. Although depressive symptoms are one of the most widely used outcomes in caregiver intervention studies, not all carers will have depressive symptoms (Sinclair 2014) . In addition, some widely used measures of caregiver burden may not be sensitive to change following psychosocial interventions and may require refining (Katon et al. 2012) . Furthermore, there is a paucity of measures of positive capacity, self-efficacy or satisfaction for this population (Katon et al. 2012) .
Conclusions
There is evidence that community support for carers of people with dementia (such as that provided by Admiral Nurses) is valued by family carers. The impact of such initiatives is still to be established and there is a need to define outcomes that can help organise the delivery of services to family carers of people with dementia over time. There is also a need for a shared framework that can inform how the goals of the service are defined, operationalised and evaluated. Further research should focus on identifying what specialist dementia nurses and other professionals should reasonably achieve at different stages of the dementia trajectory and which aspects of their role are most effective.
